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1.INTRODUCTION:  

Ventral hernia occurs in approximately 0.5 to 1 % of the population. It can be primary or secondary to previous abdominal surgeries 

(incisional hernia).2 to 11 % of laparotomy wounds develop into incisional hernias .Ventral hernia is repaired by the closure of the 

defect without tension, along with reinforcement with artificial prosthesis, which can be placed on the defect (onlay) or below the 

defect and above the peritoneum (sublay). Wide defects in large ventral hernia cannot be closed. Traditionally, such defects are not 

closed but bridged with artificial prosthesis (onlay, sublay, or intraperitoneal onlay). Non-closure of defects has significant 

physiological derangements.Repair of large ventral hernia is a challenge for even experienced surgeons, as there are large defects 

with large contents, often with loss of domain. The large defects were bridged by various plastic surgical procedures like myofascial 

flaps or free flaps with high recurrences and complications. More often, the bridging was done with artificial prosthesis, leaving the 

defects open. This was accomplished by either open surgery (onlay, inlay, sublay, or underlay) or laparoscopic intraperitoneal onlay 

meshes (IPOMs). However, non-closure of the midline had adverse effects on postural maintenance, respiration, micturition, 

defecation, and biomechanical properties, which have a profound impact on the patients’ overall physical capacity and quality of 

life.  The Component Separation Technique (CST) was first described by Ramirez et al. in 1990[2]. It is very effective for 

reconstructing large or complex midline abdominal wall defects and it has the advantage of restoring the innervated dynamic 

abdominal wall integrity without producing undue tension on the repair. It can be performed to reconstruct a large abdominal wall 

defect without the need for mesh. Recurrence rates after the use of component separation technique ranged from 0% to 30%. 

Endoscopic-assisted CST was performed to save the perforators of the epigastric arteries and the results were comparable to the 

open technique. Despite the versatility of the CST and its low recurrence rates compared to the recurrence rate in the conventional 

repair of similar complex abdominal wall defects, the technique is still not popular in general surgical practice.   

 

11.AIMS & OBJECTIVES: 

To analyse the outcome of treatment of complex ventral hernias (defect ≥10cm) by component separation technique (Transversus 

abdominis release), taking into account recurrence rate and postoperative complications.  

 

111. MATERIAL AND METHODOLOGY: 

The study was conducted on 40 patients with complex ventral hernias admitted under Department of general surgery in 

CHENGALPATTU GOVERNMENT MEDICAL COLLEGE AND HOSPITAL. Ethical committee clearance was obtained from 

the institutional ethical committee.This study was conducted between January 2020 and June 2021 for a period of 18 months. Before 

the study conducted informed consent was obtained from all the patients. 

 

METHOD OF COLLECTION: 

Study design: A descriptive study.  

Sample size: 40 cases 

 

Inclusion criteria: Patients between 18 to 75 years of age presented with complex ventral hernias (defect ≥10cm).                           

Exclusion criteria: 

1. Patients with strangulated and incarcerated hernias  

2. Intra-abdominal malignancies  

3. Severe cardio pulmonary disorders  

4. Uncontrolled ascites  

5. Major bleeding disorder  

 

METHODOLOGY: 

Forty patients with complex ventral hernias admitted at Chengalpattu Medical College & Hospital between Jan 2020 to June 2021 

will be included in the study after applying inclusion and exclusion criteria. Detailed history and thorough clinical examination was 

done for each patient. Routine blood investigations were done. USG abdomen & CT abdomen were taken for all the patients to 
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know the number and size of the defect, content, and other abdominal pathology. After preop optimization and anesthetic fitness, 

patients were taken up for surgery (Transversus Abdominis Muscle Release TAR). Polypropylene mesh was used and fixed with 

2-0 proline. Romavac suction DT was kept for all the patients.   

 In the post-op period, all patients were received intravenous antibiotics and adequate analgesics. An abdominal binder was advised 

for all the patients. Wound was inspected daily for Surgical site infection, Seroma formation, Skin necrosis, and Wound gapping. 

Drains were removed when the collection was less the 30 ml for 3 consecutive days. All the patients were discharged after complete 

ambulation and tolerating normal diet. Follow-up was done for one year.  

The data were collected using predefined proforma and entered in Microsoft Excel 2019. Statistical analysis was done using SPSS 

23.0. To describe the descriptive statistics, frequency analysis & percentage analysis were used for categorical variables and the 

mean & S.D were used for continuous variables.   

 

1V RESULTS AND DISCUSSION:  

Reconstruction of large complex ventral hernias is still a major problem in surgical practice. Most of these defects cannot be closed 

primarily because the fascial edges of the defect are retracted far laterally into the flank. To overcome this problem, polypropylene 

mesh is widely used to bridge these defects. But it is associated with high wound morbidity and high recurrence rate. To address 

the shortfalls of the traditional repairs, posterior component separation (PCS) using transversus abdominis muscle release (TAR) 

was developed in 2006 by Novitsky[22].  

In our study, we have discussed the Transversus abdominis release procedure in the treatment of large complex ventral hernias. The 

postoperative complications assessed were:  

• Wound discharge  

• Wound gaping  

• Flap necrosis  

• Seroma and hematoma formation  

• One-year recurrence rate.  

  

In this study, the incidence of complex ventral hernia is more in males (57.5%) and greatest in the age group of 41-50 years. The 

mean age is 52.5 with Standard Deviation of 11.1.  

In our study, 85% of the patients were affected by Incisional hernia and 15% of the patients were affected by Umbilical hernia. 

Among the total number of Incisional hernias, 6 patients (17.65%) were recurrent incisional hernias. The average defect size is 11.1 

and SD is 1.3.  

  

In our study, 62.5% of the patients had co-morbidities and 55% of the patients were diabetic. The average duration of surgery is 

125.8 minutes with Standard Deviation of 19.4.  

 We observed postoperative complications like wound discharge in 22.5% of the patients, wound gaping in 7.5% of the patients, 

seroma in 10%, hematoma formation in 5% of the patients. None of the patients showed flap necrosis.  

 The average post-op hospital stay is 11 days with SD of 2. At the end of one year follow-up, recurrence is seen in only 5% of the 

patients.  

 In a review done by Pauli et al., the outcome for TAR showed a wound complication rate of 3.4% - 31% and a recurrence rate of 

1.1% - 7.3%. In our study recurrence rate is 5%.  

 In the largest case series of 428 consecutive TAR procedures by Novitsky YW, 80 (18.7%) surgical-site events occurred, of which 

39 (9.1%) were SSIs. There was no case of mesh removal. Of 347 (81%) patients with at least 1-year follow-up (mean 31.5 months), 

there were 13 (3.7%) recurrences.  

 The recent systematic review by Cornette et al. included 22 studies with 1348 cases for open anterior approach and eight studies 

with 761 cases for posterior Component separation technique with TAR. They found comparable rates but significantly lower 

recurrence rates after TAR (5.3% vs. 11.9; P < 0.001).  

 

V.CONCLUSION:  

Abdominal wall reconstruction in complex ventral hernias represents a unique surgical challenge. In our study, we demonstrate that 

posterior component separation using transversus abdominis release with synthetic mesh provides a very effective repair with a low 

recurrence rate and less wound morbidity. In patients with large defects, TAR provides significant myofascial medialization and 

midline closure. This technique requires a thorough understanding of abdominal wall anatomy and technical details of the procedure. 

We recommend TAR as an effective surgical technique in the repair of complex ventral hernias.  
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